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The purpose of this research was to study the
relationship between social support and adjustment to
disability of spinal cord injured patients. In the
study, social support was measured by perceived social
support from family and friends whereas adjustment to
disability was measured by the acceptance of disability.
Seventy-seven wheelchair-bound patients with severe
spinal cord injury- 42 paraplegics and 35 quadriplegics
- were personally interviewed at their places of
residence by the researcher herself.
In order to find out factors that might affect the
relationship between social support and adjustment to
disability, factors such as general demographic data,
severity of disability, cause and duration of injury,
patient's medical care and knowledge, independence in
activities of daiPy living, satisfaction from work after
injury, sex problems and worries were also collected.
Data-collection was by means of a closed-end
questionnaire which included general data of the
respondents as well as data on Acceptance of Disability
Scale, Perceived Social Support from Family and Friends
Scale, Activities of Daily Living Scale as well as
Patient's Medical Care and Knowledge Index. Cronbach's
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Alpha Coefficient Test was used to confirm the
reliability of all the measuring instruments. The
Attitiude Toward Disabled People Scale was used to
measure concurrent validity of the Acceptance of
Disability Scale used.
Concerning data analysis, Pearson Product-moment
Correlation Coefficient' was employed to measure the
strength and direction of the association between social
support and adjustment to disability by the spinal cord
injured patients. Furthermore, the effects of other
identified factors on adjustment to disability were
examined by the use of multiple regression analysis.
Beta Coefficients were used to examine the relative
importance of the significant factors found. The
overall combined effects of important factors on
adjustment to disability were found by means of the
Coefficient of Multiple Determination. The overall
correlation of all significant factors on adjustment was
examined by the Coefficient of Multiple Correlation.
Based on the findings, the hypothesis that social
support is positively related to adjustment to
disability of spinal cord injury was supported. It
implied that the more social support from family and
friends, the better the adjustment to disability.
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Moreover, the influence of social support from family
towards adjustment was much greater than social support
from friends. By means of stepwise multiple
regression analysis, it was found that apart from social
support from family and friends, satisfaction from work
after injury as well as duration of injury were also
important factors accounting for adjustment to
disability. The combined effects of these four factors
accounted for about 80% of the explanation for
adjustment to disability. Multiple regression still
confirmed the strongest prediction power of social
support on adjustment to disability. The combined
correlation of all four factors obtained through
regression was also found to be strong.
Implications of the study include the need to put a
rehabilitation focus on enlisting support from family
and friends by all rehabilitation personnel through the
implementation of programmes. The research suggests the
need for promoting support by such means as the use of
therapeutic groups and mutual aid organizations for
spinal cord injured patients. Furthermore, vocational
training for self-sufficiency and employment
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Among stressful life events, personal injury and
illness are ranked high on the list. (Holmes and Rahe,
1967) Moreover, among severe physical disabilities,
spinal cord injury is undoubtedly one of- the most
serious human tragedies (Guttman, 1976:506, Rigoni,
1977:299 Lindemann, 1981:217).
Spinal cord injury can be caused by industrial,
traffic, domestic and sports accidents as well as by
incidents such as gunshot. According to National
Centre for Health Statistics in the United States, about
10,000 persons each year sustain spinal cord injuries
which result in permanent paraplegia or quadriplegia.
Statistics also show an estimate of 200,000 persons
with traumatic paraplegia or quadriplegia in the United
States, besides which the ratio of males to females
injured is about 3:1 with traffic and sports accidents.
accounting for three quarters of the cases (Pierce,
1977:1 Howell, 1978: 566).
In Hong Kong, there are no formal statistics..
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specially for spinal cord injuries. In June 1986, there
were 40,838 physically disabled persons of various types
and severities registered with the Central Registry of
the Disabled. Of these, 130 wheelchair-bound cases were
recorded out of a total of 810 persons suffering from
paraplegia, quadriplegia or total paralysis. However,
the statistics are by no means complete for a high
number of the physically disabled do not register with
the Central Registry. Of the 130 wheelchair-bound
persons registered as suffering from paralysis, they may
or may not have spinal cord injury. Some of the causes
of paralysis are illnesses of the spine such as
infections or tumours. According to local experts in
this field, it is estimated that there are around 100
new cases of severe spinal cord injury each year with
various degree of neurological impairment, and a quarter
of which will result in permanent paraplegia or
quardriplegia (Leung, 198.6). Spinal cord injury is
considered to be one of the most serious types of
physical injury in the orthopaedic and rehabilitation
fields.
In jury of the spinal cord can result in
disablement of great magnitude from the site of lesion
downwards, affecting vital functions in voluntary
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movements, bladder and bowel control as well as in
respiration, heat regulation and blood circulation
(Pierce, 1977). Injury to the spinal cord in the neck
region will affect all four limbs in these cases, the
disability is referred to as quadriplegia. If only the
lower limbs are affected, paraplegia results (Burke and
Murray, 1984).
Patients with spinal cord injury face severe
physical disabilities not of a temporary but of a
chronic and permanent nature. Apart from immobility and
being bound to wheelchairs, the problems associated with
the disability are multifaceted. Normal daily
activities such as cleaning self, dressing, using the
toilet, feeding and locomotion are all affected to
various degrees depending on the severity of-the injury.
As the cause of most of the injuries is of a traumatic
nature, spinal cord injured patients have to adjust to a
great degree of loss after the injury. The life, known
before can no longer be continued (Siller, 1969).
Traumatic spinal cord injury is different in effect
and in adjustment to an illness with congenital onset or
to one which happened early in life (Siller, 1969).
Individuals with congenital disabilities or illnesses
have to face the situation of growing up with such
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disabilities and illnesses (Lindemann, 1981). Their
process of adjustment correlates with their. physical,
emotional and social development. It can be envisioned
that the adjustment of a spinal cord injured patient
with traumatic onset is far more difficult than that of
a patient with an early onset or where the disability
has taken a slow course of deterioration resulting in
paraplegia or quadriplegia.
Some of the many problems faced by spinal cord
injured patients are bladder and bowel incontinence,
wheelchair confinement, pressure sores, muscular
spasticity ,and contracture as well as sexual
incapability (Shea, 1975). Catheterization is required
for most of the patients with bladder incontinence. As a
result, they are more vulnerable to urinary tract and
kidney infections than ordinary people. Due to bowel
incontinence, patients have to regulate bowel movements
by strict dietary control of food intake. The regular
use of laxatives, suppositories or even digital.
evacuation every two to three days is required to
facilitate defaecation. Immobility, lack of skin
sensation and limitations in self-care ability make them„
prone to developing pressure sores on the buttocks and
5other pressure sites such as the lower back (sacral
area upper lateral thighs and the heels. Lack of
sensation and voluntary movements in the limbs, can also
lead to muscle wastage and spasticity of the lower
limbs. Uncontrollable involuntary muscular jerks and
spasms can cause, for some patients, intolerable pain
and can result in muscle contractures and body
disfigurement (Burke and Murray, 1984 Nepomuceno,
et al., 1979). Quadriplegics with paralysis of the
intercostal and abdominal muscles suffer a reduction in
their respiratory capacity which in many cases results
in respiratory infections (Eisenberg, 1984:107).
The able-bodied or persons with other physical
handicaps who have sensations or abilities of voluntary
movements in the limbs can accomplish small daily tasks
with ease. However, the spinal cord injured patient,
even rehabilitated, still requires much greater skill
and effort as well as a longer time to accomplish
simple daily routines. The situation is even worse for
the quadriplegics whose disablements are more severe.
Routines such as feeding, using the toilet, cleansing
self and dressing might have to be performed by
attendants and/ or with aiding appliances.
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Spinal cord injury also affects the patient's
sexual life as sensations and voluntary controls related
to the sacral nerve roots are lost whereas the patient's
hormonal regulation remains intact. This problem may
further aggravate the patients' poor self-concept with
resulting sexual difficulties. Male spinal cord injured
patients suffer from infertility problems which further
deprives them of the opportunity of reproduction and
parenthood. (Teal and Atheistan, 1975 Sandowski, 1976
Singh and Magner, 1977 Crewe et al., 1979 Stewart,
1981). Female spinal cord injured patients, on the other
hand, who become pregnant, will have to take extra care
during pregnancy as well as in the delivery of the baby
due to the lack of sensation in the affected
limbs and bodily parts. These women are more easily
prone to urinary tract infections and growth of pressure
sores as well as delivery complications.
Many spinal cord injured patients are socially
isolated, house-bound and poorly adjusted. They are
prevented from participating in social activities by
barriers caused by poor self-attitude and personal care
ability the attitude of others plus our architecture
and transportation systems being designed mainly for
the able-bodied (Pelletier, 1985). Architectural
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barriers can greatly hinder the patients' socialization,
employment prospects and independence. One footstep,
unnoticed by the able-bodied, can constitute a hindrance
.for such patients. Most public vehicles, suitable for
the general public, are insufficient for patients as
means of transportation. It is well documented that the
thought of suicide as well as depression, either
expressed or unexpressed, frequently occurs among spinal
cord injured patients (Lindemann, 1981). In addition,
patients experience serious problems in family and
marital relationships. However, as yet, the emotional
and social problems resulting from the severity and
permanancy of the injury, are insufficiently documented
in the professional literature despite the paramounce of
the need. This is corroborated by Pelletier et al. who
state that there is a lack of literature focusing on the
mental health needs of the spinal cord injured patients
(1975:185).
Personal experience of working with paraplegics and
quadriplegics shows that the spinal cord injured
patient seems to experience greater difficulty in
adjusting to their disability than other wheelchair-
bound patients whose disabilities are caused by such
illnesses as tuberculosis of the spine and other
neurological diseases. Many spinal. cord injured
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patients are. young adults whose capacity to earn a
living by themselves before the injury had resulted in
a minimal need to depend on others. However, the
traumatic injury to the spine deprives them suddenly of
that previous gainful employment and seizes from them
the goals and life-style which previously constituted
their self-image. The sudden lowering of self-image and
the painful emotional requirements of adjusting to a
permanent and severe physical disability as well as a
revision of self-image may be an excessive demand on the
spinal cord injured patient.
It is proven that both the initial acute treatment
as well as the rehabilitation that follows are time-
consuming and costly when compared to other illnesses
and injuries. However' no matter how much effort the
rehabilitation team puts into the spinal cord injured
patient, the rehabilitation progress depends heavily on
the effort of the-patient,, on the patient's emotional
and social adjustment to the disability as well as on*
the -influences of the social environment especially .of
family and peers (Weller and Miller, 1977). As Versluys
(1980) has indicated, the role of family in
cord injured person isrehabilitating the spinal'
crucial. The responses, reactions as well as the
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support of the family to the injured may determine the
patients' motivation to tolerate the painful procedures
and long-term nature of the treatment, to face
irrevocable losses and to accept major lifestyle changes
caused by the injury.
The patient will not make adjustment to physical
disability independent of the family and social
environment which includes' the patient's circle of
friends. Due to the seriousness of the disability, the
spinal cord injured person who has various degrees of
severity and levels of self-care ability, needs much
assistance from family members, friends and/ or the
community. The limitations imposed by immobility as
well as by various barriers confines the patient-to the
close circles of family and friends. Cobb (1976)
states that we should start to teach our patients, both
well and sick, how to give and receive social. support.
He also considers that this is the real function Richard
Cabot conceived for the medical social work
profession (Cobb, 1976:312).
Provided renal tract remains functional and that
good self-care prevents pressure sores, patients with
spinal cord injury should have no undue reduction in
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Life expectancy (Silver, 1977:166-167). Therefore, there
is a life-time adjustment to be made which is different
bo other illnesses with progressive deterioration or to
those which happen during old-age (Shaw et al.,
1984:87). The aim of this study, is for the researcher
to understand the adjustment problems of the spinal cord
injured patient more thoroughly. Once documented, more
adequate, appropriate and effective social services can
be proposed for these patients and their families who
are or would be long-term clients of our medical
services.
The study of social support examines the
significance, in the rehabilitation process, of
enlisting active participation from the patient's
social milieu. This participation used to be the prime
focus of rehabilitation teams in reintegrating the
patient into both his/ her social milieu and the larger
environment- society. By so doing, it is possible to
measure the effect such social support has in
reducing the degree of emotional problems, and thus
enhancing the likelihood of success in the
rehabilitation of the spinal cord injured patient'
(Wright, 1981).
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Therefore, the objectives of this study are to
draw up a general profile of spinal cord injured
patients in Hong Kong measure the adequacy of social
support received by those patients study the pattern
of adjustment to the disability and finally the






In 1974, Caplan popularized soc191 support. He
described that support as an enduring set of
relationships with one or more significant others or
group that help to deal with life stresses or which
provide special assistance in dealing with particular
long-term burdens or stressful situations (1974:3). In
addition, his definition included any intermittant or
short-term, relationship used from time to time by the
individual in the event of acute crises (1974:6).
Caplan identified three elements of social support
provided by the significant others. Firstly, they
provide emotional support to the individual by
mobilising his/her psychological capability. Secondly,
by providing supplies of money, materials, tools and
skills, they give the individual tangible aid and
additional resources. Thirdly, they provide the
individual with information and cognitive guidance which
can, improve, his/her ability to cope directly with
stressful situations (1974:6).
13
The platform of Caplan's research was that the
best known and ubiquitous support comes from marital
and family groups (1974:7). The other central
support system he defined as kith and denotes
friends, acquaintences as well as neighbors. The
latter system can provide continuing guidance, direction
or self-validation so as to sustain an individual in
acute crisis or chronic stressful' events (1974:11). He
considered the essential elements in a family group to
be sensitivity, 'respect for the needs of each family
member and an effective communication system (1974:.9).
He contended that nearly all patients or disabled
persons will seek guidance from others with similar
experiences who can tell them what to expect as well as
what options have proved to be the best in dealing with
the burdens and challenges (1974:13). Therefore, Caplan
demonstrated the importance to the individual of social
support from family and friends, especially one with an
illness or disability. Caplan not only confined his
theory to the community mental health field but viewed
social support as serving the individual for his/her
emotional and tangible need as well as cognitive
guidance such as information and feedback.
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Cobb (1976) further elaborated Caplan's theory
of social support and emphasized social support
precisely as the information leading to emotional
support, esteem support and network support. In other
words, social support is conceived as the information
that one is cared for and loved, valued and esteemed
as well as the. belonging to a network of mutual
obligation. According to Cobb, emotional support is the
key component of social support. Both Caplan and Cobb
stressed not only the quantity of such social
interactions with others. but the quality of social
support as important. Both of them had emphasized
emotional elements but Caplan's broader view of social
support also included tangible assistance whereas Cobb
had not. Cobb in 1976 reviewed the buffering effects of
social support to stressful life events such as
illnesses. He argued that social support so defined,
as information rather than goods and services, would
tend to encourage independent behavior and would not
therefore foster dependency. He stated that social
support can prevent adverse health consequences of life
stresses, crises and changes. He emphasized that social
support may reduce medication required, accelerate
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recovery and facilitate patients' cooperation to
medical regimens (1976:300).
The role of family acting as support is also
emphasized by Versluys (1980). She identified that
family responses to patients with severe physical
disabilty, being one type of chronic stressful life
event, can be either supportive or detrimental to
rehabilitation and adjustment according to the way in
which family members give support. Overprotectiveness
and overanxiousness will encourage dependency and
prevent adjustment and independency. On the other hand,
family willingness to re-involve the patient into an
active role in the family, as a responsible member in
decision making and in problem solving, will encourage
independency and adjustment. This reinstates their
former communication and demonstrates the family's
understanding and affection. Similar views were also
held by Dunham (1978) and,Lindenberg (1981). Besides,
patients usually cite their key family members and
friends as their natural helpers in crisis or during
emotional distress, indicating their significance
(Croog, Lipson and Levine, 1972).
Rohrer et al. (1980) also recognised the importance
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of family support to spinal cord injured patients in
providing information and the sharing of mutual concern
and feelings. Rohrer and his colleagues organised
patient-family groups for the spinal cord injured
patients and found meaningful benefits in facilitating
adjustment. Similar results were effected by Bray
(1980) who has also conducted a family rehabilitation
program for spinal cord injured patients. Family
support is now a growing trend in the field of
rehabilitation of spinal cord injured patients (Bray,
1980). From the above, it can be seen that social
support is becoming recognised as a factor in
rehabilitating or helping the physically disabled, such
as the spinal cord injured patients, to adjust.
Theories of adjustment to physical disability have
undergone considerable growth and development (Shontz,
1978). Historically, the most important focus of
adjustment is on the disability itself. If the
disability could be overcome or dealt with, it was felt,
the associated psychological problems would vanish.
However, in the last thirty years, this kind of common
sense approach to adjustment to disability has been
found to be too simple in rehabilitation. Increasingly,
more and more evidence has been found that the mere
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removal of disability was not surricienz to ensure
adjustment success. Subsequently, motivation became the
prime focus of adjustment factors. It was hypothesized
that some patients lacked the drive and energy to make
full use of the rehabilitation opportunities. However,
mere emphasis on increasing the patient's level of
motivation also seemed insufficient for adjustment.
Then the focus turned to the psychological adjustment of
the person in response to the disability. Shontz (1978)
further divided it into three categories person-
oriented, socio-environmental and integrative
approaches.
The person-oriented approach to adjustment to
disability has its focus on how the person deals with
the disability. It can be concerned either with the
behavioral aspects of adjustment in' learning new
behavior so as to return nearly to a previous way of
behaving or with mental adjustment in which the focus is
on the 'internal psychological life of the disabled
person. Theories of psychological adjustment are
primarily psychodynamic in nature such as the work of
Sigmund Freud whose defensive reactions theory is so
pronounced in the adjustment process to disability of
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Adler's concept of superiority as a reaction to
inferiority due to loss and devaluation produced by
disabilty and of Schilder's concern over the
relationship between changes in body-image with one's
self-concept (Evans, 1977 Russell, 1981).
The socio-environrnental approach focuses on the
influence on the disabled person of the external
situation, this being the physical and social
environment which is causing the psychological
adjustment problems. These may include architectural
barriers and the prejudices or attitudes of the public
towards the disabled aspects of the practical reality
faced by the disabled. In this approach, maladjustment
is not due to the disability itself nor to the
psychological state of the patient. It is, however,
public pressure being put on the disabled as well as
societal norms which label the patients in sick roles
(Shontz, 1978).
It can be seen that neither the person-oriented nor
the socio-environmental approaches present a
comprehensive view of the adjustment to disability. The
former is too internal and subjective whereas the latter
is too external and objective, in focus. However, the
integrative approach includes both the personal and
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socio-environmental factors. Adjustment is seen in the
context of the person's background as well as in his/her
situation. Adjustment occurs through the interaction of
the patient and his/her environment. Moos and Tsu
(1977) utilized this approach, viewing adjustment taking
place within various personal factors and backgrounds,
disability-related factors as well as physical and
social-environmental factors. Adjustment is the outcome
of the patient's assessment of the situation resulting
from the disability, the adaptive tasks needed and the
patient's own coping skills. Preserving satisfactory
self-image and good relationships with family and
friends is also included in the general adaptive tasks
needed for adjustment. Besides which, minimising the
seriousness of the stress seeking relevant information,
requesting reassurance and emotional support and finding
a, general meaning for life are also required as major
coping skills..
According to Shontz (1978:253), the,most completely
developed integrative theory of reaction to physical
disability was promulgated by B.A. Wright (1960). Her
theory is both social/ environmental and personal as she
considers behavioral reactions to disability are
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integrative responses to both environmental and internal
mental processes. Wright highlighted the physical and
interpersonal environment as being crucial factors in
influencing the extent to which successful personal
psychological adjustment to disability can take place.
No matter which kind of psychological approach is
employed, the person's acceptance of the disability is
seen as crucial to the outcome of adjustment..(Russell,
1981:333). Wright (1960) stated that the patient who has
come to accept a disability is well on the way to being
adjusted to it. Kerr (1977) also considered that
acceptance has to be achieved bit by bit over time.
'.Weller and Miller (1977) defined the stages of
adjustment to disability in spinal cord injured patients
as shock, denial, anger, depression and finally,
acceptance. Bray (1980) proposed the adjustment model
for spinal cord injured patients as firstly the anxiety
stage consisting of fear, denial, bargaining, depression
and anger secondly, the accommodation stage consisting
of 'realization and reconcilation of differences,
mourning, resignation and compromise and with thirdly,
the stage of assimilation with a final acceptance.
Acceptance, as described by Bray, is the stage when
the patient can perceive their value and worth as much
as that of other people. Rigoni (1977) considered the
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adjustment process of patients with spinal cord injury
as having 4 phases:- preshock and shock defensive
retreat acknowledgement in.which the patient begins to
accept reality and lastly, adaption in which the patient
is realistic and cooperative to rehabilitation. Alexy
(1980) also considered acceptance of loss as the goal in
helping patients adjust to physical disability. He
further elaborated Wright's (1960) concept and developed
a new counselling model for the rehabilitation of the
physically disabled.
From the previous literature review, it can be
seen that social-support as defined by Caplan (1974) can
be identified as emotional support, information and
feedback provided by two support groups, the family and
friends, who are essential and influential in the
psychological adjustment to disability which is
characterised by the outcome- acceptance of disability.
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B,Empical research
Lin et al. (1979) in tneir stuay on the Chinese
American adult population in Washington D. C. found that
social support has a negative relationship with
stressful life events and illnesses. The
interpretation of social support in this study however
includes' only involvement with friends, neighbors and
the Chinese-American subcultural community while the
support from family is omitted.
Wilcox (1981) in his study of 320 community
residents supported the hypothesis that social support
mediates and serves as a buffer between stressful life
events and psychological distress. Social-support in
this study is measured both by quality and quantity of
support. The quality of supportive network is measured
by the perception of availability of- emotional,
informational and tangible support whereas quantity of
support is by the number of supporters. In this study,
quality of support is found to be more important in
respect to the buffering effect of social support on
psychological distress (p.382).
Holahan and Moos (1982) studied the relationship
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between social support and physical and psychological
adjustment to negative life events. They found that the
qualitative measures of social support can predict
psychosomatic complaints and depression due to stressful
life' events more than the quantitative measures of
social support. The qualitative measurement of social
support used in this study is the quality of social
relationship in the family and work environment. They
also held the view that the effect of social support on
physical and psychological adjustment may be more a
function of its quality than its quantity. Besides,
they considered that the measures of quality of social
support from friends are relevant and indicated.
Counte et al. (1983) in their study of multiple
sclerosis patients found that there was'a relationship
between stressful experiences like severe physical
disabilities and personal attitudes such as satisfaction
towards personal life, coping. abilities and treatment.
This relationship was moderated, by demographic and
psychological data such as age, social class, trait
anxiety and knowledge of the illness.
Power-(1985) found that the family's own ability to
adjust to the severe physical disability of the patient
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could influence the patient's ability as well as the
family's own ability in providing support.
Pelletier et al. (1985) studied a sample of
severely physically disabled persons and found that
there was a strong need for mental health services in
areas of marital, family, personal and sexual problems,
suggesting that emotional and adjustment problems are
common. Peer support is also indicated in his study.
In the case of severe physical disability due
to burns, Davidson et al. (1981) found that social
support is of prime importance and is both directly and
indirectly related to the patient's adjustment. In
their study, subjective measures on the perception of
social support from family, friends and peers are
employed.
However, empirical research on social support and
its effects on illness- and health is limited in
correlation only for social support can affect the
physical and emotional state of the patients the
reverse is also true, as the temperament of the patient
or the• state of adjustment may also affect the
perception of social support or of the actual social
support received (Dimatteo and Hays, 1981).
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C. Local studie-.
In Hong Kong, little research has been undertaken
in the area of physical rehabilitation. Only two
research studies on the physically disabled had been
conducted so far.
So (1981) carried out a case study of three
middle-aged married male spinal cord injured
paraplegics. It is a detailed account documenting the
coping skills-of these patients in dealing with the
psychosocial problems caused by the disability. In
her study, So outlined the possible effects of family
and kin support on the coping abilities of her three
subjects. Besides which, she alleged the possible
relationship between the patient's financial assets and
their coping behaviour. However, the sample is so
small that the conclusions cannot be generalized to the
larger population. So also recognised the difficulties
of discussing sexual life with her three subjects.
Yu (1981) undertook a small-scale survey of 35
physically disabled residents in one vocational training
centre. The patients exhibited various kinds and levels
of physical disabilities. He concluded that there was no
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significant relationship between the disabled person's
level of self-acceptance and factors like sex, age,
education,. marital status, individual status in the
family, family relationship, financial situation, family
stability, discrimination experienced as well as.
friendliness and concern of other people. However, this
survey is limited by the small sample size and its lack
of representativeness apart from the biases resulting
from the heterogeneity of the disablement as well as
Yu's use of rather crude measurements.
In this study, the researcher tried to delineate
one single type of chronic and severe physical
disability- spinal cord injury- to study the
relationship between adjustment and the availability of
social support from family and friends. The study was
conducted on a larger scale in order to be able to make
more conclusive statements about the problem.
27
CHAPTER III
THEORETICAL FRAMEWORK FOR STUDY
A. Social Support
Caplan expounded a broader definition of social
support than Cobb (1976). Caplan's theories include
tangible forms of assistance such as the provision of
goods and services as well as intangible forms of
assistance such as guidance and the expression of
esteem. In other words, Caplan destined his concept of
social support as guidance, emotional and tangible
support. On the other hand, Cobb's narrower definition
of social support is defined as the information that
leads a person to believe s/he is loved, esteemed and
part of a network of mutual obligation. Eventhough
the concepts of social support as explained by Caplan
and Cobb have been widely accepted, the descriptions and
interpretations of social support in the resulting
literature have lacked in clarity (Barrera, 1983
Procidano and Heller, 1983).
The forms of social support can be defined as
tangible assistances such as financial, material, skills
and tools emotional support such as the sharing of
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feelings and the confiding of secrets information such
as cognitive guidance, advice and feedback as well as
socialisation such as companionship (Barrera, 1981).
The sources of, social support can be family
members such as spouses, parents, siblings and children
friends peers neighbors, religious, community, and
mutual aid organisations (Gottlieb, 1981).
Moreover, the measurement of social support is as
yet vague, varied and not well-standardised. The scales
employed seem to have suited the particular interests of
the social support researchers (Cohen et al., 1984
Procidano and Heller, 1983:2).
Firstly, there is the measurement of important
social ties, more commonly named social embeddedness,
which is the nature and structure of the individual's
social ties with his/ her significant others. Factors
such as marital status, the frequency of visiting
friends, ,the presence of both parents at home and the
participation in community organisations are indicators
of social support. This type of measurement does not
seem to be reliable in that it is not a direct measure
of social support received but a rather global measure
of potential social support resources (Barrera, 1983).
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This kind of index showing social embeddedness and
social ties cannot assess the individual's needs for
social support nor act usefully in understanding the
functions of social support. Gottlieb (1981) considers
that the measurement of social support in this aspect to
be inadequate in information gathering. He cites it
difficult to calculate the kind and the amount. of the
interpersonal processes which may be important in
mobilising the concept of social support for the
facilitation of adjustment or the prevention of
maladjustment. Social network analysis by Hirsch (1980)
is a more sophisticated approach to assess the size and
structure properties such as the density of social
support. Network size is the measure of the number of
actual or potential support providers. In past social
support researches, quantitative measurement of social
support had dominated but recent researches have put
more emphasis on the quality of social support
(Barrera, 1981).
Secondly, Barrera et al. (1981) use. the actual
frequengx gf socially supportive behaviour received and
described by the individual as indicators for
measurement of social support. The Inventory of
Socially' Supportive Behaviours (ISSB) is a measure of
30
the type and amount of support actually received from
the social circles of the individual within the past
month. It is a measure of the actual social support
received and is different from the measures of support
satisfaction or the perception of availability or
adequacy of social support. Barrera's measurement of
social support closely adhered to-Caplan's concept with
emphasis on information provision and emotional support
as well as the actual material aids provision. However,
failure to recall the actual amount leads to unreliable.
data. In addition, individuals have different standards
for measuring the adequacy of the social support they
receive whereby equal amounts or the same frequency of
the same type of social support may have different
individual meanings.
The last type of measurement is the.perception of
the supportiveness of the individual's significant
relationships, as proposed by Holahan Moos (1981).
Additionally, there- is the perception of the
availability and adequacy of such perceived social.
support as proposed by Procid'ano Heller (1983). Moos
constructed the Family Relationship Index to measure the
quality of the family's social relationships, assessing
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the degree of cohesion and expressiveness as well as the
.extent of conflicts between its members (Holahan and
Moos, 1983). Perceived social support as defined by
Procidano and Heller (1983:2), is the measurement of the
extent to which an individual believes that his/ her
needs for support, information and feedback are
fulfilled. It is thus the perception of actual social
support provisions. This measurement is also derived
from the concepts of Caplan and Cobb with emphasis put
on the psychological appraisal of the availability and
adequacy of social support.
Procidano and Heller's subjective appraisal of
social support is preferred by the researcher to those
other kinds of measurement. This is because a person's
perception of the availability and adequacy of social
support received is somewhat more significant to that
person than the actual social support others provide
him/ her as well.as the number of social ties s/he'
possesses. The 'distinction between perceived social
support from family and from friends is considered to be
necessary as a person will have different expectations
towards support received from these two sources.
The functions of social support have also found to
be varied. Social support is popularly regarded as a
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naturally existing source of assistance in the
prevention of disorder by meeting the individual's need
for meaningful human relationships or buffering the
effects of stresses.
Literature has revealed how social support can
contribute to an understanding of how physical and
psychological disorders can be prevented in a.number of
possible ways. Firstly, family and friends are viewed
as network members who can detect any psychological
disorders which the individual may have and can refer
him/ her for professional support (Gottlieb, 1981).
Secondly, social support can satisfy the basic need for
meaningful human relationships, and thus prevent
psychological disorders and facilitate adjustment.
Thirdly, social support, serving as a buffer or a
moderator of life stresses, can also prevent physical or
psychological disorders (Cobb, 1976 Cohen et al.,1984).
The overall results suggest that social support is an
effective coping resource for assisting individuals in
meeting the demands of life stresses. In this study,
the researcher sought to establish the relationship
between social support and a chronic stressful life
event- disability caused by spinal cord injury.
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B. Adjustment to disability
Acceptance of disability is widely regarded as the
outcome of psychological adjustment to that physical
disability (Linkowski, 1971 1974 Russell, 1981).
Wright (1960:134) stated that a physically disabled
person who has reached acceptance is well on the way to
being well- adjusted to the disability. Therefore,
acceptance of disability is considered to be fundamental
in dealing with that disability. Wright defined that
acceptance as more than just the reconcilation to one's
fate but rather the arrival at a value change in which
the disability is still seen as inconveniencing but not
discrediting or overwhelming.
Wright (1960) summarized the process of acceptance
of loss as a series of value changes. The nature of
these four value shifts are characteristics of
individuals with physical disabilities who have come to
accept their loss.
The first value change is the enlargement of the
scope of values. It is the extent that, the physically
disabled person is able to see values other than those
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that are in direct conflict with the disability. Other
personal values such as knowledge and temperament can
also be considered as important. For example, if the
disabled person agrees that there are many worthwhile
things a person with his/ her disability is able to do,
this shows acceptance of the disability.
The second value change is the subordination* of
physique. It is the extent to which the physically
disabled person is able to de-emphasize physical ability
and appearance since s/he is permanently suffering from
poor physique and appearance. If a physically disabled
person agrees that his/her disability affects those
aspects of life which are most cherished, this shows
low acceptance of disability for s/he should de-
emphasize the matter of physique and appearance.
The third value change is the containment of
disability effects. It is the extent to which a person
does not spread the disability to other aspects of
his/her normal functioning self. A physically disabled
person has positively accepted the disability if s/he
considers that other normal functions are unaffected by*
the disability. This person will not overgenereralize
his/ her disability to other normal characteristics
(Rigoni, 1977.
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The final value change is the transformation from
comparative values to asset values. This being the
extent to which a person does not make comparisons with
others in terms of limitations and liabilities but
rather emphasizes his/her own-assets and abilities. The
physically disabled should be encouraged to stress
personal assets such as the pursuit of hobbies,
interests and skills rather than dwelling on his/her
limitations.
These four shifts are interrelated and are required
in order to face the reality constructively. Wright's
theory is recognised-,as a prominent example of the
integrative approach in its comprehensive explanation of
psychological adjustment to physical. disability
(Linkowski, 1971 Shontz, 1978 Alexy, 1980 Russell,
1981). In this study the researcher will adopt Wright's
concept of adjustment to disability as demonstrating the





Personal injury and illness have always been
ranked high on the list of stressful life events
(Holmes and Rahe, 1967). Physical disability as serious
as spinal cord injury resulting in paraplegia or
quadriplegia calls for chronic and panic-stricken
adjustment on a large scale to various aspects. of
living (Eisenberg, 1984:108 Shaw, Mcmahon Bruce,
1984:87).
'Cobb's (1976) proposition that social- support
facilitates coping with crises and adjustment to change
is undeniably true for the spinal cord injured patient
who is confronted with multiple crises and changes of a
wide-ranging nature. Cobb also suggested that it is in-
moderating or buffering the effects of major life crisis
and other transitions during life that the greatest
social suvvort should be found (1976:302).
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From his concept and its source in Gerald Caplan's
theories the following hypothesis is derived:-
Social-support is positivelv related to adjustment to
disability.
In the operationalization of these concepts, social
support is measured by the subjective perception of
social support received from family and friends. The
adjustment to disability is measured by the acceptance
of disability as explained by Wright( 1960}.
As a result, two subhypotheses are generated:
firstly, perceived social support from family is
positively related to acceptance of disability by the
spina cord iniured Patient and
secondly, percieved social support from frieds is
positively related to acceptance of disability by the
spinal cord injured patient.
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B. Research design and metbod
In this research, the aim was to explore the
relationship between social support and adjustment to
disability of the spinal cord injured patient.. The
design chosen is a one-off case study of face-to-face
interviews employing structured and closed-end
questionnaires. The spinal cord injured patients
identified were interviewed as respondents. Their
families and friends are not the subject of this study.
Since the respondents have severe physical
disabilities, the researcher had to take into
consideration the problems faced by the respondents.
Interviews were conducted at patients' homes or living
place's so as to reduce any inconvenience caused by this
study. The questionnaire items had to be read clearly
and slowly to the respondents so that the latter could
understand the meaning and instructions fully.
A pilot study had been carried out in January, 1987
before the study was launched 'in order to check the
appropriateness of the questionnaire contents, its
length as well as its validity. The final form of the
questionnaire was determined before the end of January
1987 when 'collection of data started.
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C. The sample
Experts in the field (Lee and Leung, 1986) had
estimated that there existed a population of a few
hundred spinal cord injured patients in Hong Kong. Due
to difficulties such as the lack of central registration
for this population of patients, the researcher had to
depend. on the referral of subjects by those experts as
well as by introduction to friends of such referred
subjects. The sample thus obtained is non-random and by
no means representative of the true population.
However, subjects were located at chief
rehabilitation centres as well as at orthopaedic and
rehabilitation units of both government and government-
subvented* hospitals. Patients treated by private
practitioners and in private hospitals were ruled out of
the study as their. inclusion would surely bias the rest
of the sample.
In order that the population would be more
homogeneous, the researcher excluded those spinal cord
injured patients with mental illnesses prior to the
injury, as well as those whose confirmed purposeful
40
.suicidal attempts had resulted in their injuries.
Children were excluded as the earlier onset of injury
will allow these patients much more opportunity to cope
with the injury than the rest of the group. Old people
above the age of 60 were also excluded for they had to
adjust to additional problems of aging. Patients with a
too recent onset of less than one year post-injury at
the time of data-collection were excluded as well.
As a result, the designated population were those
wheelchair-bound spinal cord-injured adult patients with
paraplegia or quadriplegia. Any other paraplegia or
quadriplegia resulted from diseases like infections and
metabolic diseases as well as orthopaedic problems other
than spinal cord injury were excluded.. Their injuries
were caused mainly by industrial, traffic, domestic,
sports arid. gun-shot accidents. The size of the
resulting sample after all exclusions were made was 77.
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D. Instruments for measurement
Questionnaires of 212 items were used as
instruments for collecting data. Four scales were
employed as instruments of measurements.
Acceptance of Disability Scale( Appendix I,
Questionnaire Part F
The Acceptance of Disability Scale was developed
by Donald C. Linkowski in 1969 based on Dembo, Leviton
and Wright's (1956) theory of acceptance of loss.
Wright (1960) has summarized the acceptance of
disability as a perceptual. process whereby a person with
a disability undergoes a series of value changes
including enlargement of scope of values, subordination
of physique, containment of disability effects and
transformation from comparative values to asset values.
Linkowski considered this theory of acceptance of
disability as demonstrated by a series of value changes
to be an important and critical construct in
understanding the behavior of disabled persons
regardless of sex, race, age and diagnosis (1983:6).
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The scale has high reliability( internal
consistency coefficient= .93) concurrent validity
with the Attitude Toward Disabled People Scale (ATDP
Scale r= .81) and construct validity. Since its
publication in 1971, the scale has been employed in more
than twenty research studies examining the physically
disabled with little margin of error( Linkowski, 1983).
For this study, the researcher obtained the permission
of and instructions from Dr. Linkowski in using this
scale.
The Acceptance of Disability Scale has 50 items and
is so constructed to be administered directly to the
disabled. The items are derived from the four value
changes mentioned. In this scale, a six-point Likert-
type scale of agreement or disagreement is employed.
Some items are stated positively( Appendix I,
Questionnaire Part F, no. 1, 4, 7, 10, 12, 14, 16, 21,
24, 30, 34, 42, 48, 50) and others negatively.
Agreement with those positive items indicates acceptance
of disability. The score for each items ranges from 1
to 6. The resulting score is obtained by summing up all
the scores which ranges from 50 to 300. Those who
score near to 50 or lower than the mean will indicate a
low acceptance of disability.
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In this study, the data were tested after
collection for reliability. The Cronbach alpha
Coefficient for this scale was 0.97 (N=77) indicating a
high level of internal consistency among the 50 items.
The concurrent validity of this scale was tested by
using the Attitude Towards Disabled People Scale( ATDP
Scale) of Yuker et al. (1960). It consists of 30 items
of same Likert-type scale. (APPENDIX III) Thirty-five
respondents were randomly selected to respond to this
scale. Pearson-product moment correlation r is 0.87
(N=35) confirmed the high concurrent validity of the
Acceptance of Disability Scale.
Perceived Social Support from Family and Friends Scales
( PSS-Fa PSS-Fr)( Appendix I, Questionnaire Part D,
No. 1-20 and Part E, No. 1-20}
These two scales, developed by Procidano and Heller
(1983), measure the extent to which an individual
perceives his/ her need for support, information and
feedback being fulfilled by family (PSS-Fa) and by
friends (PSS-Fr). Procidano and Heller considered the
separation of the two kinds of perception to be critical
because different individuals will rely on the two
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sources differently. Both the Perceived Social Support
from Family and Friends Scales had high reliability with
Cronbach alpha of 0.90 and 0.88( N-222) respectively
in their validation studies with college students as
subjects (Procidano and Heller, 1983:4). Perceived
social support measures were found to have construct
validity for. its relationship with a range of
psychopathology and social asset traits (Procidano and
Heller,. 1983:9).
PSS-Fa and PSS-Fr each consists of 20 items. Each
scale consists of declarative statements to which the
respondents answered yes, no or don't know. For
each item, the response indicative of perceived social
support is scored as +1 so that the total score for
each scale ranges from 0, indicating no perceived
social,. support, to 20 indicating maximum perceived
social support, as provided by families and friends.
(No and Don't know categories will not be scored.)
The resulting summated scores are treated as interval
scales. The responses of yes in Appendix I,
Questionnaire Part D, nos. 3, 4, 16, 19 and 20 indicate
no perceived social support from family arid!.are scored 0
whereas the responses of yes in the other items
indicate otherwise and are scored +1 in each item.
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Similarly, in* Part E. nos. 2, 6, 7, 15, 18 and 20,
responses of yes indicate no perceived social support
from friends and are scored zero. Those whose scores are
near to 0 or lower than the mean are considered to have
low perceived social support.
In the study, Cronbach Alphas were 0.93 and 0.85
for Perceived Social Support from Family and Friends
Scales respectively which showed both scales were having
high reliability.
Activities of Daily-Living Scale (ADL Scale, Appendix I,
Questionnaire Part C, No. 1 to 10}
This is a functional assessment scale for assessing
activities of daily living and is adopted from
Turner''s( 1978} occupational therapy assessment form
combined with those forms presently used in Prince of
Wales Hospital and Princess Margaret Hospital, Hong
Kong. The goal of attaining independence in activities
of daily living has long been the measure of vocational
adjustment for rehabilitation of the physically disabled
especially for those severe cases (Turner, 1981:31).
The self-care ability or level of independence is of
particular importance for the spinal cord injured
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patients (Kerner, 1982). This scale is employed for
this study because activities of daily living can
provide information regarding the patient's level of
physical impairment. Besides, the level of performance
in activities of daily living may be closely related to
both physical and psychological factors (Turner,
1981:32). However, this measure is limited by the
severity of disability as well as the patient's
inclination for self-care.
There are altogether 10 categories of 59 items in
the ADL scale: feeding, dressing, transfer, grooming
personal hygiene, locomotion, toiletting, bathing,
housekeeping, communication and transport. In this
scale, scores from 1 to 5 represent the level of
independence in each item of daily living with a score
of I indicating activity impossible, score of 2
indicating such activity needs assistance to complete,
score of 3 needs supervision, score of 4 indicating the
performance is slow and need improvement and score of 5
for full independence. The respondents were questioned
about their abilities in each item, they were requested
to answer truly and some respondents demonstrated their
performance as well. The total score, minus 59,
divided by 236 and multiplied by 100% will be the
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overall functional attainment or performance in
activities of daily living, comparable to that of 100%
in non-disabled persons( for conversion into a scale of
100). The researcher has sought advice from
experienced occupational therapists for using the scale
and in making assessment of the patients before
implementing the scale. After data collection, the
Cronbach alpha coefficient obtained was 0.98 indicating
high reliability of the scale used.
Patient's Medical Care and Knovyledge Index( Appendix I
Questionnaire Part B No. 4 to 9)
Medical problems specific to'spinal cord injury were
pressure sores due to lack of skin sensations and
urinary tract infections as a result of impaired bladder
functions which could in turn lead to impaired renal
functions endangering life. Patients' knowledge about
these medical problems as well as the ways they dealt
with these problems may have correlation with their
acceptance, of disability. The researcher constructed
the scale after receiving advice and consultations with
experts in this field.- There is a total of 6 items on
length of hospitalisation needed for treatment of
48
disability-related medical problems (Question No. 4),
skin care, the management of pressure sores -(Question
No. 5 to 7) and on renal care (Question No.8 9). The
response showing greater frequency will score 4, less 3,
2 and less still 1 and if the response is never, the
score will be 0. The summated score ranged from 0 to 23.
Higher score denotes better medical self-care by the
patient. Prior to the study, a draft of the scale was
given to ten physicians of the orthopaedic and
rehabilitation specialties to act as judges for checking
the validity of the scale. Results show fairly good'
face validity in measuring the self-care as well as
knowledge about the specific problems of spinal cord
injured patients.(Appendix V) Originally, the Cronbach
alpha coefficient was found to be 0.41. ofter dropping
the two items (No. 4 and 6b) on length of
hospitalization needed and frequency for body-turning of
the quadriplegic patients which were outside the
patients' control, the coefficient was raised to 0.65




Data-collection was by means of a structured
questionnaire. Personal interviews were conducted at
the homes or residential places of the respondents such
as hostels for the severely physically handicapped and
convalescent hospitals by the researcher herself from
the end of January 1987 to the middle of March 1987.
Telephone appointments were made prior to .the horn-
visits. Letters were sent to those who had no telephone
to inform them of the possible interviews. A few cases
who had, been admitted to hospitals for treatment of
pressure sores or urinary infections were interviewed in
the wards and a few outside the home environment such as
in the gardens, the corridors, the tea-houses or in the
sheltered workshops in the cases of respondents who felt
it inconvenient to attend tale interviews. at homes. Each
intervjew lasted at least, one hour and fifteen minutes.
There was no refusal to interview. Subjects were
interested in the interviews and the study and they were
friendly, cooperative and responsive in answering the
questionnaire.
The researcher is a medical social worker who is
familiar with working with physically disabled patients.
She personally conducted all the interviews due to the
possible resentment of the patients towards strangers
acting as interviewers. This could have led to a lack
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of co-operation creating errors in the data collected.
During the interview, the researcher read each item
to the respondent slowly and clearly so- that the
respondent could understand fully before giving answers.
Those who were literate and were interested, were given
the questionnaires and the researcher would fill in the
answers together with the respondents. Since the study
relied on the patients' self-reports, the researcher
tried to minimise the factors of self-deception and
social desirability by obtaining a good rapport and
trust with the patients thereby inducing self-revealing,
true resvonses.




A. Duration of injury
B. Severity of disability
C. Cause of injury
D. Name of hospital for acute treatment
F. Transfer of hospital
F. Name of hospital for rehabilitation
3) Perceived Social Support from Family
4) Perceived Social Support from Friends
5) Acceptance of Disability
6) Patient's Medical care and Knowledge
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7) Activities of Daily Living
8) Sex problems
A. Influence of disability on sex life
B. Worries towards sex problems
C. Discussion or, sex with friends and its usefulness
D. Discussion on sex with medical staff and its use-
fulness
E. Influence of sex ability in finding a date
F. Ability to satisfy partner sexually
G.-Sex life
H. Satisfaction towards sex life
I. Sex problem as crucial factor in separation or
divorce
9) Others
A. Tangible assistance from family
B. General satisfaction towards family support
C. Relationships and number in family support net-
work
D. Tangible assistance from friends
E. General satisfaction towards friends support
F. Types of friends
G. Need for home-help service
H. Need for community nursing service
I. Need for compassionate rehousing
J. Satisfaction towards housing environment
K. Frequency of outdoor activities
L. Presence of architectural barriers
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F. Data Analysis
Data collected were checked' and coded. The
Statistical Package for Social Sciences( SPSS-X) was
employed for data processing( Nie, Hull, 1953)
Pearson Product-moment Correlation Coefficient (r)
was employed to measure the strength and direction of
the association between perceived social support and
adjustment to disability. It ranged from -1 to +1.
This analysis was used to determine the relationship
between two different measures of same set of subjects.
However, this measured only the bivariate association
without controlling the possible influences of the other
independent variables on their re+lationship.
In the study, statistical control at the data-
analysis stage was done instead of experimental control
over influential independent variables. In order to
control the effects of identified independent variables
on adjustment to disability apart from social support,
and to build a more concise and accurate model for
prediction, multiple regression was performed. This
enabled the measurement of the effects of perceived
social support from family and friends duration of
injury cause and severity of disability marital
status, sex, amount of compensation, educational level
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self-care ability, medical care knowledge, hospitals for
treatment and rehabilitation as well as other potential
influential variables on the dependent variable,
acceptance of disability.
Stepwise selection of independent variables was
used for regression in which the variables were filtered
according to both entry and removal criteria
(significant level =0.05). By statistically controlling
all the independent variables included in the
regression, the unique contribution of important ones
could be assessed.
The problems of multicollinearities between the
independent variables were prevented and detected by
examining for the presence of large coefficients in the
correlation matrix as well as for small tolerance.
Indicator variables (dummy variables) were used for
those nominal independent variables. The net effect of
important independent variables on dependent variable
was calculated by R-square which could quantify the
simultaneous estimate leading to more accurate
prediction of the dependent variable.
Furthermore, by interpreting the Beta Coefficients
(standardized regression 'coefficients) of the
cz crri far_nt indevendent variables in the regression
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equation, their relative importance on the dependent
variable was reviewed.
The combined linear relationship of the significant
independent variables on the dependent variable was
tested by F- statistics. Cronbach alpha coefficient was





GENERAL PROFILE OF THE RESPONDENTS
This is a general description of the spinal cord
injured patients under study. Distribution of all
fpetors collected in the study are presented.
Sex
The sex distribution of the patients was extremely
skewed. The greater majority of patients under study
were male (93.5%) whereas female patients accounted for
only 6.5%. In fact, spinal cord injured patients are in
the main male. The dominance in male patients was
intensified in this study due to the criteria of
traumatic injury and the exclusion of spinal cases with
causes due to illnesses. It is to be expected that male
patients are more prone to labour and sports accidents
causing injury of the spinal cord than the female.
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Age at onset of injury
In the study, the lowest age at onset of injury was
15 and the highest was 52. The mean age was.25 and the
mode was 19. This showed that youth and young adults
are more prone to spinal cord injury than the middle
aged or above. It could be anticipated, being that
youth are usually more outgoing and active as well as
courageous in dangerous sports activities than the older
age groups. Young and inexperienced adults in the work
force, especially in the construction industry, are
highly prone to industrial accidents which can cause
spinal cord injury.
Present Are
The patients in the study ranged from 19 to 59 in
age. The mean age was 34 and the mode was 28. This
showed that the majority of the sample were. still in
their youth and they had to live with their disabilities
for years.
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- - - - - - - - -Duration of -inAury
The majority of patients (75.4%) had suffered from
the disability for 1 to 10 years. Those who had
suffered more than 10 years constituted only 24.6% of
the sample. The duration of injury ranged from 1 to 34
vear!_
Table V- 2: Duration of Injury
Duration of Injury N
301- 5 yrs ( 39.0)
28 ( 36.4)6- 10 yrs
711- 15 yrs ( 9. 1)
6 ( 7.8)16- 20 yrs
321- 25 yrs ( 3.9)
126- 30 yrs ( 1.3)





Ut those patients who were presenziy marries or nau
once been married, 20 patients were married before the
injury (26.0%) and 8 patients after the injury (10.3%).
There were 49 single patients and 8 patients were
separated or divorced. Therefore, patients who were
'single .amounted to 57 (74.0%) in the study.
For the 6 patients (7.8%) whose separation or
divorce took piece after the injury, the time elapsed
for divorce or separation ranged from immediately after
the injury to a time span of 10 years. However, for the
latter cases, the separation actually took place
immediately after the injury but the formal procedure of
divorce took place much later.
Of the 57 single patients, only one admitted to
having a steady date which indicated general
difficulties in finding a mate among the patients with
spinal cord injury.
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There were 42 wheelchair-bound paraplegic patients
(54.5%) and 37 quadriplegic patients (39.5%) in the
study. The relatively smaller number of paraplegic
patients in the study was due to the exclusion of those
paraplegic patients who were not bound to wheelchairs.
Table V- 4: Severity of Disability
NSeverity of Disability
4 ( 5.2)Incomplete Paraplegia
( 49.3)38Complete Paraplegia
( 39.0)30Incomplete Quadriplegia





The majority of the cases were patients whose
injuries were caused by traffic and labour accidents.
Sports accidents like diving and swimming were the next
greatest cause whereas gunshot and domestic accidents
accounted for the least number.











Of the 27 patients (35.1%) who had held a job after
the accident,*23 were paraplegics (54.8% of paraplegics)
and 4 were incomplete quadriplegics (11.4% of
quadriplegics). The difference between paraplegics and
quadriplegics in holding jobs was very significant.
(p=0.0002) During the data collection period, 23
patients (29.9%) were working while 54 patients (70.1%)
were unemployed.
Those. presently employed had salaries ranging from
$0 to $12,000 per month with a mean salary of $2173.0
per month. One was doing voluntary work and two were
full-time housewives. The majority (65.2%) of the




9o- 1000 ( 39.1)
61001- 2000 ( 26.1)
42001- 3000 ( 17.4)
1 ( 4.4)3001- 4000





Of the 25 patients (32.5%) who had held jobs before
data collection period, 13 patients (52.0%) worked in
full-time open employment and 8 patients (32.0%) in
sheltered workshops. Presently, only 9 patients (39.1%)
of the 23 working patients had full-time open
employment, from which it appeared that fewer patients
could sustain outside jobs than before.
Table V 7: Type of Previous Work After Injury
NType of Work (Before
( 52.0)13Fu11-time, open employment







Table V-- 8: Type of Present Work After Injury
NType of Work (After)
( 39.1)9Full-time, open employment
( 13.0)3Part-time, open employment
( 34.8)8Sheltered Workshop.




• Number of jobs held.. after injury
The majority of the 271 patients (59.3%) who had
held jobs after injury attempted only one job. This
included all patients who were presently working in
sheltered workshops.








Six of the 27 patients (22.2%) who held jobs
considered their jobs were unstable in general. Four of
the 23 patients (17.4%) who were presently employed
considered their present jobs unstable. However, eight
out of 27 patients (29.60} who were in work were
generally unsatisfied. Working paraplegics and
quadriplegics had no significant difference in




All patients under study were receiving the
disability allowance since they all qualified for such
assistance due to the severity of their disabilities.
Twenty-four patients (31.2%) were receiving public
assistance- towards their upkeep with amounts ranging
from $129 to $2323 per month depending on individual
need and family size. Forty-four patients (57.1%) had
received compensation ranging from $11,000 to $2,350,000
depending on the nature of the accidents. Seventeen
patients (22.1%) received financial assistance from
family members with amounts ranging from $20 to $5,000 a
month. The mean was $1082 a month. Seven patients
(9.1%) recieved financial assistance from friends with
amounts ranging from $20 to $1,200 per month. The mean
was $302 a month.
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Family situation
Thirty-one patients (40.3%) lived alone apart from
their families. Sixty-one patients (79.2%) received
tangible assistance, such as personal care and in
activities of daily living, from their family. Eleven
.patients (14.3%) received no tangible assistance even
when they needed such help while 18 patients (23.4%)
received such help from friends. Only 5 patients (6.5%)
received home-help services for meals on wheels, general
house-cleaning, feeding and bathing. Seven patients
(9.1%) received community nursing services for change of
foleys and dressing of pressure sores. Most patients
could either manage by themselves or were assisted by
family members.
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Table V- 10: Number of Family Members Living Together















The majority of patients (75.4%) had received
junior secondary schooling or lower. This doubtlessly
further aggravated the problems for them in finding
sedentary' jobs which required less heavy manual labour
or in seeking for vocational training after
rehabilitation.
Table V- 11: Educational Level
aNkducationai level
( 3.9)3No formal Education
( 39.0)30Primary Schooling







The majority of patients (79.2%) had no religious
belief. There were 13 Protestants (16.9%), 2 Catholics
(2.6%) and one buddist (1.3%).









Hospitals for acute treatment after injury
The patients whom the researcher could reach for
the study were those who had had received acute
treatment for the injury from different hospitals
which could add strength to its representativeness.
Patients from Queen Elizabeth Hospital were in the
majority (33.8%). Sixty patients (78.0%) had received
acute treatment in Government regional hospitals.
Table V- 13: Hospital for Acute Treatment
%NHospital for Acute Treatment
( 23.4)18Queen Mary Hospital
( 33.8)26Queen Elizabeth Hospital
( 18.2)14Princess Margaret Hospital
2 ( 2.6)Prince of Wales Hospital
10 ( 13.0)United Christian Hospital





Seventy-four patients had been transferred to other
hospitals or rehabilitation centres for rehabilitation
after acute treatment. The majority of patients had
received rehabilitation in medical rehabilitation
centres.
Table V- 14: Hospital for.Rehabilitation
%NHospital for Rehabilitation
( 48.1)37Margaret Trench Medical
Rehabilitation Centre
( 3. 9)3MacLehose Medical
Rehabilitation Centre
( 2.6)2Princess Margaret Hospital
( 1.3)1Queen Elizabeth Hosptial
( 1.3)1Queen Mary Hospital
( 6.5)5Grantham Sanatorium
( 20.8)16Kowloon Hospital
( 1.3)1Caritas Medical Centre
( 1.3)1Pok Oi Hospital




Forty-two patients. (54.5%) had. received
compassionate rehousing services before they returned to
the society. Sixty-six patients (85.7%) were satisfied
with their present living environment while 11 patients
(14.3%) were unsatisfied due to overcrowdiness and
architectural barriers. Thirteen patients (16.9%)
considered there were architectural barriers such as
staircases, steep slopes and road kerbs acting as
obstacles to their outdoor activities.
The. majority of patients (58.4%) lived in public
housing, followed by those living in hospitals for long-
term medical care (6.5%), self-owned private
flats (9. 1%), institutions for the handicapped (7.8%) and
sheltered workshop hostels (7.8%) and lastly in rented
private flats (6. 5%).
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Table V- 15: Type of Housing
oNType of Housing
( 58.4)45Public Housing
( 6. 5)5Private Housing (Rented)
( 9.1)7Private Housing (Owned)
( 10.4)8Hospital (Long- Stay)
( 7.8)6institution .for Handicapped
( 7.8)6Sheltered Workshop Hostel
(100.0)77Total
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Source of medical kfiowledee
The patients depended heavily on nurses, doctors,
their own experiences and friends of same disability to
obtain medical knowledge for the self-care of their
disabilities. Physiotherapists and occupational
therapists were also crucial in providing ..them with
essential information.
Table V- 16: Most Important Source of Medical Knowledge
























Seventy-five patients (97..5%) admitted a negative
effect on sexual functioning and that they were impotent
due to the injury.
Table V- 18: Injury Affect Sex Functioning
Injury Affect Sex Functioning N
( 1.3)1No
( 19.5}15Yes a Little
( 78.0)60Yes Very Much
( 1.3)Do not Know
77 (100.0)Total
Sixty-four patients (83.1%) admitted to have no
sexual activities after injury. Of the 13 patients
(16.9%) who had sexual-life, 4 patients (30.8%) were
not satisfied with their sex life. Six patients (75.0%)
who had had separation or divorce considered sex
problems to be one of the crucial factors directly or




Worries about_the effects of inI! ryonsexfunctioning
Fifty-seven patients (74.0%) considered that the
injury had affected their. interest in sex.. Fifty-five
patients (71.4%) admitted they had worried about the
effects of the injury on their sexual functioning.
Sixty-four patients (83.1%) considered that the injury
had affected penile erection and fertility. However,
two out of the five female patients had given birth to
children after injury.
Thirty-four patients (44.2%) had never discussed
sex problems with close friends and 43 patients (55.8%)
considered it was of no use to discuss sex problems with
friends.
Table V- 19: Worries About the Effects of Injury to
Sexual Ability
%NWorries About the Effects
of Injury to Sexual Ability
( 27.3)21No Worries
( 48.1)37Has Worries( Sometimes}
( 23.4)18Has Serious Worries
( 1. 3)1Refuse Answer
7 (100.0)Tota
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TAM, V-: Discuss Sex Problems With Close Friends
%
NDiscuss Sex Problems With
Close Friends
( 44.2)34No
( 41.6)32Yes a Little
1 .1
(. 14.3)Yes Very Mucl
77Dotal (100.0)
Table V- 21: Usefulness of Discussing Sex Probler
With Friends
%N
Usefulness of Discussin Sex Problems With Frienc
1 ( 1.3)No Answer
43 ( 55.8)No Use
15Little Use ( 19.5)
18 ( 23.4)Don't Know
(l00. 0)77Total
81
Only 9 patients (11.7%) had discussed sex problems
with medical staff. However, there was a total of 45
patients (57.5%) who considered it useful to talk with
medical staff about sex-related matters.




2 ( 2.6)Yes a Little
7 ( 9. 1)Yes Very Much
77Total (100.0)
Table V- 23: Usefulness of Discussing Sex Problem.-
With Medical Staff
%NUsefulness of Discussing Sex
Problems With Medical Staff
5 ( 6.5)No Use
33 ( 42.9)Yes a Little
12 ( 15.6)Yes Very Much




Sex ability afects findina date
Of the 57 single patients, 40 (70.3%) considered
they had problems in finding a date due to sexual
malfunctioning.
Table V-24: Affects Finding a Date
%




( 40.4)23Yes a Little
( 29.8)17Yes Very Much
( 14.4)8Do Not Know
Total 57 (100.0)
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Fifty-five patients (71.4%) considered they were
unable to satisfy their mate sexually.
Table V- 25: Belief in Having Ability to Satisfy
Mate Sexually
NBelief in Having Ability to
Satisfy Mate Sexually
( 71.4)55No
( 13.0)10Yes a Little
( 9. 1)7Yes Very Much




Level of Perceived Social Support FromFamily
In the study, the scores of perceived social
support from family ranged from 0 to 20 with 11.8 as the
mean. There were 45 patients (58.4%) with scores above
the mean indicating high level of perceived social
support from family and 32 patients (41.6%) below the
mean indicating low level of perceived social support
from family. Moreover, the scores obtained by
paraplegics and quadriplegics showed no significant
difference statistically. (Table V- 31)
Table V- 26: Level of Perceived Social Support
From Family






Level ofPerceived Social Support-From Friends
The scores ranged from 3 to 20 with 13.2 as the
mean. There were 41 patients scoring above the mean and
36 below. Therefore, both the high and low group of
perceived social support from friends were quite even in
size. Again, paraplegics and quadriplegics showed no
significant difference in their scores of this scale.
(TableV-31)
Table V- 27: Level of Perceived Social Support
From Friends







Level of Acceptance of Disability
The scores ranged from 87 to 256 within a scale of
50 to 300.( i.e. 14. 8 to 82. 4 within a scale of 0 to
100) The mean score was 169.6 (47.8%). There were 35
patients (45.5%) who scored above the mean and 42
patients (54.5%) below. There were slightly more
patients with scores below the mean (9%) indicating low
acceptance of -disability. However, there was no
significant difference between the scores obtained by
paraplegics and quadriplegics in this scale. (Table V-
31)
'l'adle v z: Level or Acceptance or UisaDlllty







Level of Patient's Medical Care and Knowledae
The scores ranged from 7 to 21 within a scale of
23 points. The mean was 16.0. There were 40 patients
(52.0%) who scored above the mean and 37 patients
(48.0%) scored below. Again, patients were categorised
evenly into the two groups within this measure.
Paraplegics and quadriplegics had no significant
difference in scores obtained in this scale. (Table V-
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Table V- 29: Level of Patient's Medical Care and
Knowledge







Level of Independence in Activities Of Daily Living
The scores of the patients in the Activities of
Daily Living Scale ranged from 2.97% to 97.03%-with mean
equalled to 66.5%. There were 50 patients. (64.9%) above
the mean and 27 patients (35.1%) below. The difference
between paraplegics and quadriplegics in scores obtained
in this scale was highly significant (p=0.000) which
indicated the great functional difference in performance
in activities of daily living between these two groups.
(Table V-31)
Table V- 30: Level of Independence in Activities
of Dai1v Living
NLevel of Independence in






Table V- 31: Group Means of Patients' Scores




Sample Para- Quadri- Signi-the five
plegics plegics ficantScales
Level
(N=77) (N=42) (N=35) p
11.8 12.3 11.2 0.425Perceived Social
Support from
Family
13.2 13.1 13.3 0.810Perceived Social
Support from
Friends
169.6 172.5 166.1 0.491Acceptance of
Disability
1
16.0 15.9 16.1 0.712Patient's Medical
Care and Knowledge





The general profile of the respondents could be
summarized as follows: there was a male dominance of
patients with spinal cord injury in this present study.
They were young adults with a mean age of 35 with onset
at mean age of 25 years old. There were more paraplegic
than quadriplegic patients caused mainly by traffic and
labour accidents. Most of them had suffered from the
disability for less than ten years. Most of them were
single and had no date. Most of them were unemployed
living on compensation or public assistance. Of those
minority who were working, they were employed mainly in
sheltered workshops or in full-time open employment.
Most of them had attempted only one job.. The majority
of them received family help in personal care, only a
minority needed home help services or community nursing
services. Most of them had received Junior secondary
schooling or lower and had no religious belief. The
majority of them had received acute treatment for their
injuries in Government regional hospitals. About half
of the patients had received intensive treatment in
rehabilitation centres. They gained medical knowledge
specific to their disabilities mainly from nurses,
doctors, their own experiences and from disabled
friends. About half of them had received compassionate
rehousing and resided in public housing units. Nearly
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all the patients that expressed injury had caused sexual
malfunctioning as severe as impotence and infertility as
well as having difficulty in finding a mate. Most of
the patients had had no sex life after the injury and
considered the injury had lessened their sex interests.
Nearly half had discussed sex problems with close
friends eventhough it was considered to be useless.
Above half of the patients considered they would like to
consult the medical staff on sex-related matters which
would be useful to them. Lastly, the majority
considered they were unable to satisfy their partners
sexually.
Except for the acceptance of disability scale, a
little more than half of the patients had attained
scores higher than the mean in perceived social support
from family and friends, patients' medical care and
knowledge as well as independence in activities of daily
living. Paraplegics and quadriplegics had no difference
in their perception of social support from family and
friends, acceptance of disability as well as medical
self-care and knowledge. However, they were
significantly different in independence in activity of
daily living due to their differences in severity of
disabilities.
It was with this set of characteristics that the
relationship between social support and adjustment to





A. Correlation between Social Support and AdAustment to
Disability
It is hypothesized that social support is
positively related to adjustment to disability for
spinal cord injured patients. i Social support is
measured by the perception of social support received
from family and friends whereas adjustment to disability
is measured by the acceptance of disability.
Therefore, two subhypotheses have been generated.
Firstly, perceived social support from family is
positively related to acceptance of disability by the
spinal cord injured patient and secondly, perceived
social support from friends is positively related to the
acceptance of disability. The correlation between these
variables has been computed.
Since both variables of social support and
adjustment were measured on interval scales, the Pearson
Product-moment Correlation Coefficient was employed to
measure the strength and direction of the correlation
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between social support and adjustment to disability.
The significant level was set at 0.05.
The computed Pearson Product-moment Correlation
Coefficients (r) were +0.8441 for perceived social
support from family and acceptance of disability and
+0.4064 for perceived social support from friends and
acceptance of disability. These showed a strong
positive relationship between social support and
adjustment to* disability. The higher the social
support, the better the adjustment to disability by the
spinal cord injured patient. It was statistically
significant at the 0.000 level. Perceived social
support from family had a much stronger correlation with
adjustment to disability than perceived social support
from friends. The hypothesis and the subhypotheses were
therefore not disproved. Table VI-1 is the summary of
the results.
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Table VI-1: Correlation between Social Support















B. Relationship between Perceived Social Support and
Global Satisfaction of Social Support
The researcher was also interested to study the
relationship between perceived social support which
measures the availability and adequacy of social support
received and the satisfaction gained from social
support. In this way, the researcher would be able to
find out the correlation between the two different
social support measurements. The Pearson Product-
moment Correlation Coefficient was +0.7828 for the
relationship between perceived social support from
family and global satisfaction from family support. The
coefficient was +0.6365 for the relationship between
perceived social support from friends and global
satisfaction from friends' support. These showed strong
positive relationships between social support measured
by means of availability and adequacy as well as
satisfaction. Furthermore, the Pearson Product-moment
Correlation Coefficents between global satisfaction of
social support from family and friends with acceptance
of disability were computed. They were found to be
+0.6549 and +0.3935 respectively with significant level
of 0.001 eventhough the correlation was not so strong as
was perceived social support measurements. Summaries of
the results can be found in Table VI-2 & 3.
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Correlation Between Perceived SocialTable. VI-2:


















Table VI-3: Correlation of Global Satisfaction


















C. Relationship h tween Activities of Dailv_Living and
Adjustment to Disability
The Activities of Daily Living Scale (ADL) had been
found to have a relationship with adjustment to
disability although the Pearson Product-moment
Correlation Coefficient (r) was only +0.2233. showing a
weak positive association between functional assessment
of patients' ability in performing activities of daily
living and acceptance of disability. It was
statistically significant at 0.05 level. The result is
shown in Table VI-4.
99
Table VI-4: Correlation Between Patients' Level
of Independence in Activities of Daily













D. Multiple Regression on Adjustment toDisability
Multiple regression of variables on adjustment to
disability was performed to see the simultaneous effect
of several independent variables on the dependent
variable, adjustment to disability. Variables such as
perceived social support from family, perceived social
support from friends, duration of injury, severity of
disability, medical care index score, degree of
independence in activities of daily living, sex of
patients, age at onset, present age, marital status,
amount of compensation, satisfaction from work after
injury, educational level, cause of injury, tangible
help from family and.friends, satisfaction in living
environment, hospitals for acute treatment and
rehabilitation, religion, effects of injury on sex
functioning and its associated worries were regressed on
the dependent variables, acceptance of disability.
In this study, stepwise multiple regression of the
above variables was performed. Stepwise selection of
independent variables was most commonly used in
regression and most suitable for this exploratory
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study. The first variable was selected, as in forward
selection, by choosing the variable with the largest
positive or negative correlation with the dependent
variable, acceptance of disability.
Perceived social support from family appeared to be
the best predictor of acceptance of disability among the
variables included in the regression. (Beta..Coefficient
.was +0.709717.) Perceived social support from friends
also appeared to be important. (Beta Coefficient was
+0.225556) Satisfaction from work after injury and
duration of injury were also related to acceptance of
disability but the effects of the latter two were not so
strong. (Beta Coefficients were +0.125145 and +0.119767
respectively)
There were no large intercorrelations between the
independent variables which might affect the results of
the multiple regression analysis. Tolerance was the
measure for depicting the proportion of variability in
the independent variable not explained by the other
independent variables. A tolerance level approaching 1
was high and that variable could not be predicted and
not explained, from the other independent variables. F-
test was the test for the linear relationship between
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the dependent variable and the entire set of independent
variables. A summary of the results is in Table VI-5.
Furthermore, a prediction rule was estimated to
assess the simulataneous effects of the several
independent variables on acceptance of disability. It
evaluated the extent of change produced in the dependent
variable, acceptance of disability, holding other
relevant independent variables constant.
The following was the resulting multiple regression
equation constructed which described the amount of
linear relationship between the dependent and
AD= 0.710 x PSS. FAM+ 0. 226 x PSS. FRI+ 0. 125 x SAT. WK
+0. 120 x DURATION
where AD= Acceptance of disabiitty
PSS.FAM= Perceived social support from family
PSS. FRI= Perceived social support from friendS
SAT.WK= Satisfaction from work after injury
DURAION =Duration of injury
independent yariables:-
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Perceived +0.225556 0.941608 p0.001
Social Support
from Friends
Satisfaction +0.125145 0.825561 p<0.033
from Work after




E. Multiple Correlation of Independent Variables and
Adjustment to DIsatility
.The Coefficient of Multiple Determination R-square
measured the prediction based on perceived social
support from family and friends, satisfaction from work
after injury as well as duration of injury on acceptance
of disability. It was the amount of variance in the
dependent variable, acceptance of disability, explained
by all four independent variables employed in the
multiple regression equation. It was found to be 0.8065
which meant 80.65% of the variation in acceptance of
disability was accounted for by the combined effect of
the four variables, perceived social support from family
and friends, satisfaction from work after injury
and duration of injury. The square root of R-square,
R, the coefficient of multiple correlation was 0.8981
which measured the correlation between the four
independent variables taken together with adjustment to
disability. The result indicated a strong correlation
between the four variables and the adjustment to
disability.' A summary of the result is in Table VI-6.
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Table VI-6 Multiple Correlation of independent
variables and Adjustment of Disability
Significant2
LevelRRCorrelation













To summarise, the hypothesis was tested and
confirmed that social support is positively related to
adjustment to disability. The correlation with
adjustment to disability was stronger for social support
from family than social support from friends (r=+0.8441
and 0.4064 respectively). Multiple regression was
performed on the adjustment to disability and it was
found that perceived social support from family and
friends, satisfaction from work after injury as well as
duration of injury were important in accounting for
adjustment to disability while controlling for other
relevant independent variables. The combined effects of
all four variables accounted for 80.65% of the explained
variance of adjustment to disability. The findings
showed that social support from family and friends is
still the strongest in the prediction. Multiple
correlation between the four variables and adjustment to





The purpose of this research was to study the
relationship between social support and the adjustment
of patients with traumatic spinal cord injury. Seventy-
seven patients composed of 42 paraplegics and 35
quadriplegics were studied. Personal interviews with
patients by means of structured questionnaire were
conducted at their places of residence.
The hypothesis that there is a positive
relationship between perceived social support from
family and friends and acceptance of disability was
tested and supported. It suggested that the more the
patients' perceived social support from family and
friends, the better the adjustment to the disability
resulting from spinal cord injury. Since the perception
of social support measured the availability and. adequacy
of social support, it indicated that the quality of
support from family and friends should be the main
focus.
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When variables including severity and cause of
disability, duration of injury, independence in
activities of daily living, patients' medical care and
knowledge about the disability, work after the injury,
satisfaction from work after injury demographic data
like sex, age, marital status, religion, educational
level, amount of compensation and sex problems were
regressed on acceptance of disability together with
perceived social support from family and friends, the
latter still stood out to be the most important
contributing factor accounting for adjustment to
disability.
Apart from social support from family and friends,
the third significant factor contributing to adjustment
to disability was found to be satisfaction from work
after the injury and its influence was positive. The
fourth significant and positive factor was found to be
duration of injury. It demonstrated that the
adjustment of the spinal cord injured patient would be
better if he/she could obtain job satisfaction and
that the passage of time could bring acceptance of the
disability to the patient as well.
According to the multiple regression equation
formulated, the relative importance of contributing
factors for adjustment to disability was found.
Perceived social support from family was found to have
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three times the amount of influence compared to the
perceived social support from friends as well as more
than five times the influence from satisfaction from
work and duration of injury. All these four factors
account for approximately 80% of the explanation for
adjustment to disability.
Other variables, however, such as severity of
disability, level of education as well as amount of
compensation did not reach statistical significance in
correlating with or affecting the adjustment to
disability. This indicated that patients with
paraplegic conditions would not naturally have better
adjustment to the disability than those with
quadriplegic conditions. It also indicated that the
higher the educational level and the greater the
compensation obtained might not necessarily be related
to the level of adjustment achieved by the patients, at
least within the patients in the study. Moreover, the
relationship between perceived social support and global
satisfaction of social support was strong and positive.
The findings of the study indicated that social
support was strongly associated with adjustment to
spinal cord injury. Therefore, for the purposes of
enhancing and facilitating adjustment to disability, the
significance of social support should be formulated into
guidelines for designing and implementing services.
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Social workers in hospital and rehabilitation
settings should recognise the importance of family and
friends' support in their attempts to promote successful
adjustment to disability. They then must know how to
enlist support from the primary group of patients'
family and friends.
Support from family should be emphasized from the
beginning of the rehabilitation process. During acute
phase of treatment, the family should be allowed and
encouraged to visit patients frequently. Social workers
should assess' both the potentials and drawbacks of
patients' families possess in providing adequate
support. The family's initial grief reactions should be
worked through before their support can be enlisted.
Counselling to the family should be undertaken in order
to facilitate understanding of the disability itself as
well as the effects of injury on the emotional, social
and vocational functioning of the patients. Physicians
and other paraprofessionals should give the family
necessary medical information on the disability and the
recommended treatment. Thus the family would have a
clearer understanding of the disability and the
treatment process. This would avoid false hope which
might hinder the adjustment of the patient in accepting
the disability, in co-operating with treatment and in
learning independence. It is recommended that the multi-
disciplinary rehabilitation team should give more
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concern towards support from family in providing
comprehensive and total care for the patient. Patients
and their families could be counselled in joint
interviews to facilitate mutual communication. Families
could be gathered in groups to express feelings of
frustrations and exchange experiences of adjusting to
living with severely disabled relatives. Well-adjusted
families could act as models for the less adaptive ones.
Social workers should guide the family to
understand the emotional adjustment of the patient to
the disability, to recognise their own frustrations and
feelings and to help the patient in adjusting to the
multifaceted problems of their chronic disability.
Social workers should focus more on the relationships
within the family and the interpersonal relationship
between patients arid their friends. They should also
direct their counselling focus on strengthening the
bonds between members of the family. More
communication between patients and potential supporters
should be facilitated in order to achieve more realistic
future planning (Rohrer et al., 1980). It is stressed
in the literature that working with families of patients
with physical disability was essential for
rehabilitation and that families should be guided on how
to deal realistically and supportively with the
patients (Eisenberg, 1984:127). Lindenberg (1980:522)
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also considered it was evidential to work with families
to achieve support which could influence the outcome of
rehabilitation.
The importance of perceived social support from
friends is confirmed in the study. This implied that
the use of friends' support should be also stressed.
Eisenberg (1984:114-115) considered that working with
spinal cord injured patients who shared commonly
experienced' problems in a group setting could be
economical, efficient as well as productive. Such
groups bring together patients with various experiences,
insights and-feedback and are rewarding and therapeutic
for the patients. Making use of the varied insights
and experiences of the patients for cognitive guidance,
tangible assistance and evaluations could enhance social
support from peers, which was so much emphasized by
Caplan and Cobb.
Futhermore, it was suggested that an organization
for spinal cord injury patients could be established in
Hong Kong to further enhance the quality of friends'
support. It could facilitate communication between
members through telephone contact, regular meetings-and
outings. Those patients who were experienced and well-
adjusted socially and vocationally could serve ds
advisers and friendly-visitors in addition to acting as
co-leaders for groups held in hospitals and
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rehabilitation centres. Such establishment could
facilitate closer bonds and friendship in a mutual help
network between spinal cord injured patients,. especially
when they too often live in isolation. Besides
advocating for more benefits especially needed by their
fellow sufferers, the experienced patients in this
organization could assist in helping newly injured
patients and patients on discharge. They could provide
support through giving practical advice and assistance
as well as emotional guidance. This is the nature of
social support expounded by Caplan (1974). Besides, the
experienced patients themselves would get satisfaction
and self-worth from the services they could offer.
Moreover, the utilization of co-leaders in groups could,
in addition, open up an opportunity for employment for.
these patients. Such an organization could communicate
with the rest of the community and therefore foster a
better image of spinal cord injured patients.
Patient's groups could help in practical matters
such as how to deal with situations such as accidental
bowel movements, falling out of wheelchairs or the
emptying of urine bags outside the home environment.
Quadriplegics who have difficulty in finding employment
should be assisted to cultivate some possible interests
before returning home. Sharing of problems and feelings
would relieve the sense of hopelessness and the feelings
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of isolation in the adjustment process of the patients
(Eisenberg, 1984:116). For the newly injured, closed
groups are.preferable so as to promote confidetiality
and therefore assure the stability of the group.
Patients acting as co-leaders should be invited to share
their experiences in the adjustment process.
The independence in activities of daily living
achieved by patients was found to be positively related
to adjustment to disability. This supports the views of
Turner (1980) and Eisenberg (1984) who considered that
problems in routine personal management and daily
medical care could lead to emotional crises and be
detrimental in the adjustment to the disability.
Besides, the level of independence in daily living
and self-i,.nagement could influence the opportunities
for work: after injury and the possible satisfaction
derived from it. Problems of urination and of bowel
control, presence of pressure sores, independence in
daily preparation for going to work could influence the
patient' confidence in taking up jobs offered to them or
motivate them in actively seeking work. According to
these findings, patients should be encouraged to attain
maximum skills in daily living activities. Support from
the family which encourages independence rather than
fostering dependence was much needed. Peer support from
patients themselves should be facilitated through group
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meetings. Discussions between patients on problems and
coping methods in activities of daily living were of
neccessities. Gains in independent living should be
achieved in the hospital setting and in the
rehabilitation centres.
Since the spinal cord injured patients could seldom
resume their previous work as most of them were not of a
high educational attainment and their previous work were
not sedentary, only one-third of the sample of patients
under study were capable of being employed and most of
them worked in factories as assemblers, watch repairers
and in sheltered workshops. Skills for vocational
self-sufficiency are essential. More vocational training
for the patients with easier access and suitability to
the demands of the open-market are needed to promote the
opportunities for outside work in order to facilitate
satisfaction from work. Due to the patients'
backgrounds, work opportunities for them are extremely
rare. Many patients in the study could not obtain
suitable employment through the government Selective
Placement Service for the physically disabled due to the
severity of their disabilities. Most of them cited
transportation and architectural problems as major
obstacles' for them in finding jobs outside sheltered
workshops. Sometimes, jobs could not be secured due to
transportation and architectural problems rather than
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medical or independency problems.
The majority of patients suggested the need for a
raise in the amount of the monthly disability allowance.
Alternatively, they proposed the introduction of special
additional grants as the allowance is insufficient for
these patients to purchase the necessary and essential
medical care appliances. Such an additional grant could
cover the purchase of urine bags, foleys, antiseptics
and other necessary equipment as well as taxi-fares
for occasional outings or visiting relatives and
friends. This increased social life would promote
mental health as well as bondage between family and
friends.
The majority of patients admitted to having sex
malfunctioning and worries. Most of them considered
that medical professionals such as doctors, nurses and
social workers could be of help in giving accurate
information on this problem. Since most of the patients
were in their youth and young adulthood, the need for
sex counselling is indicated. About half of the
patients in the study considered that the injury had
caused them impaired sexual functioning and infertility
thus lowering their self-image. Most of them had
discussed this problem with other close disabled
friends eventhough they considered this to be of little
use. Only about 10% of the patients under study had
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discussed sex problems with doctors and had done so
mainly because they had to get married or were pregnant.
It could be beneficial to relate sex information on
fertility and sexual functioning to spinal cord injured
patients while they are in hospital or rehabilitation
settings so that they can have the accurate information
they. should need. It could be productive for sex
matters to be discussed in groups so that patients would
know that sex problems were. common among them and not of
an individual nature. Sex counselling for married
couples should be conducted to enrich marital life for
the patients and families (Guttman, 1976).
An open-minded attitude on the part of the medical
professionals concerned could facilitate clients to
confide their sex problems in them. Besides, sex
counselling on an-individual basis for needy patients is
needed to solve individual problems. Decreased anxiety
about sex could enhance the patient's- social
relationships especially for the newly injured
(Eisenberg, 1984).
The study had certain limitations. Due to the
difficulties experienced in obtaining a sampling frame
for the population of spinal cord injured patients in
Hong Kong, the present study was undertaken with a non-
random sample. by means of a case study on an
exploratory basis. Representativeness and
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generalisability of the findings to the larger
population are therefore limited. It is hoped that the
findings of this study can provide some insights and a
deeper understanding of the problems faced by spinal
cord injured patients so that the rehabilitation
professionals and those concerned individuals can
understand how the patients adjust to disability as well
as the significance of social support from family, and
friends to their adjustment process. Since sampling
problems hindered the generalisability of the study to
the larger population of patients with spinal cord
injury as- well as the representativeness of the
findings, it is hoped that in future studies, a
sampling frame could be obtained so that these
shortfalls would be overcome.
Concepts of social support and adjustment to
disability as well as the measuring instruments chosen
were borrowed from Western culture. However, owing to
the lack of local empirical studies and documentations
in these areas, adoption of such established Western
concepts and measuring instruments was indispensable.
The study by necessity was small-scale due to the
researcher being the sole interviewer for data-
collection. Although biases caused by inter-variability
of interviewers was avoided, variability within
interviewer did occur. Structured interviews and
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careful planning in interview-scheduling were utilized
to avoid fatigue and to promote interviewer's
concentration to ensure accurate data-collection.
The study was by no means comprehensive in
assessing all the independent variables on adjustment to
disability. Factors such as patients' personality
traits were left out. These may have been possible
influential variables on the adjustment to disability
(Guttman, 1976:506 Eisenberg, 1984:109). Others factors
such as coping skills which might have affected both
social support perceived and adjustment were also not
included due to the limited time and resources of the
researcher (Mitchell Trickett, 1980:32).
Eventhough the subject area of the study was
confined to traumatic spinal cord injured patients.
There are, in fact, many other severely- physically
disabled patients commonly met in rehabilitation with
disability of similar severity suffering progressive
deterioration in ability and health who also deserve
special attention from rehabilitation personnel.
Therefore, replication of the study to other groups. of




Introduction: I as very interested to know the adjustments which a spinal cord
injured patient like you have been facing. Please give me your
personal experience by picking the answers that really describe you
and your feelings. Your co-operation is highly valued.
Part A
61. Sex: Male--- Female
7, 8
2. Present age__
3. What was your aqe at onset of injury____ for it happened in the year 19__) 9,10
4. Marital status:
single.... go to 98








6. You were separated/divorced
before injury.... go to 99
13after injury.... go to 97
7. How long did your marriage last after the injury before you and
your partner decided on separation/divorce?
... years
14-16.... months
8. Do you have a steady date?
.... yes
17.... no




















11. Have you had any job after the injury?
.... yes
27.... no go to 919
12. Are you employed at present?
yes....
28
no.... go to 915
13. What is your monthly salary?
29-33$ - - - - -
14. Is your present job a stable one?
..., yes
34.... no
015. Which of the following categories do your jobs belong to?
a. just after b. presently
injury
full time outside work
part time outside work
sheltered workshop




16. How many jobs have you held ever since your injury!
1138
17. In general, what is your opinion about the stability of the jobljobs












19. Have you received compensation for your injury?
41yes.... approx. how such$
42-48no....
20. Are you receiving D.R.?
yes....
49no.... (please state why .....)
21. Are you receiving P.A.?
50yes.... approx. how such $
51-54no....
22. How many family members (including relatives) are living with you?
55,56
23. How many of them are working?
57,58
24. Do they give you same money for upkeep?
59yes.... how much $
60-64no....
25. Do you have friends?
yes....
65no.... (skip Part E)
26. Do your friends help you financially?
66yes.... how such $
67-70no ...e
not applicable....
27. Will family members (relatives) and friends give you tangible assistance
(household chores, personal care etc.) if you need it?




28. Are you receiving any hose help services
thousehold chores, personal care etc.) from voluntary agencies?
yes
Card 2.... not necessary
6.... no but needed
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30. What is the type of your accommodation?
.... temporary housing, wooden hut
.... public housing
... private housing (on rent)
.... private housing (self owned)
.... convalescent hospital
.... institution for the handicapped
.... hostel
8.... others (please specify____)
31. After injury, have you received any compassionate rehousing services?
.... yes
.... not necessary
9.... no but needed















35. What is the level of education you have had?
no education, illiterate.... no education, but literate....
primary schooling.... junior secondary schooling....
finish secondary schooling.... post secondary schooling....
13university/college.... post graduate....
36. Do you have any religion?
.... no religion.... Protestant
.... Catholics.... Buddiss
14.... Muslim.... others (please specify____)
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Part 8
t. In which hospital did you receive your first treatment?
..... Queen Mary Hospital..... Queen Elizabeth Hospital
..... Princess Margaret Hospital..... Prince of Wales Hospital
..... United Christian Hospital..... Caritas Medical Centre
..... Kwong Hah Hospital..... others C please specify: 15
2. Were you transferred to another hospital for further rehabilitation'
.... yes
.... no( please no to 04} 16
3. if yes, in which hospital you received rehabitation?












Haven of Hope Hospital
Pok Qi Hospital
others{ please specify:........... 17, l8
4. In these two years, how frequently you have been hospitalized for your
spinal cord injury condition? (such as chest infection, urinary tract
lever
less than two months' stay
less than six months' stay
tore than six months' stay 19
5. If you have a sore, what will you usually do?
will not pay attention and care
will not care at first but will consult medical
help if being forced.
will not care at first, but will consult medical
help if the sore worsened
will pay some care and attention yourself and will
consult medical help if the sore worsened
will pay proper care to the sore and! or consult
andir hnln n4 nnrn
20
Infection or pressure sore)
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6. a. How often do you do 'sit-up' exercise when you are in a sitting
position?( for paraplegics) or
b. how often you will change position through turning? (for quadriplegic
.... once every 1/2 hour or less
.... once every 2 hours or less
...o once in more than 2 hours 21a
.... once daily if reseaber
.... never
22b
7. How often do you exaiine your buttock for the presence of pressure sores?
once daily
once in several days
once in a week or so
once in several weeks' time
never 23
8. How often will you consult a doctor for a renal check up
our r Ulan Once in a year
routinely once a year
whenever have a problem
once in every several years
never 24
4. How often will you check the presence of fever, color and transparency






1G. What are the main sources of your medical knowlei
(pick 2 from the following, put "1" to the most





physically handicapped friends 30
family members 31
personal experience/ books 32











From 01 to 910, please choose from the following five level the one that best represents your own
performance.
(5) (4) (3) (2) (1)
Fully Adequate Supervision Assistance Activity
Independent but slow needed needed Impossible
1. Feeding
a. using chopsticks 37
b. using spoon 39
c. filling cup 39
d. holding cup 40
e. table <---> south 41
2. Dressing
a. top garment 42






























e. shampooing hair 57
f. shaving/make-up
58
g. trimming finger nails 59
h. trimaing toe nai
60
128
(5) (4) (3) (2) (1)
Fully Adequate Supervision Assistance Activity




63c. walking on rough ground
64d. walking up/down stairs
65e. wheelchair without obstacles
66f. wheelchair with obstacles
67g. wheelchair up slope
68h. wheelchair down slope
69i. wheelchair over kerb
70j. wheelchair in lift
6. Toiletting
71a. wheelchair to toilet





9b. access to water
10c. operate tabs
11d. wheelchair to tub/shower






















0 1 to 0 20 which follow refer to feelings and experiences which occur to most people at one time of
another in their relationships with their families. For each question there are three possible answers,
Please ive a tick to the answer you choose for each item.
(3) (2) (1)
Yes No Don't Know
291. My family gives me the moral support I need..
302. 1 get good ideas of how to do things or make things from my family.
313. Most other people are closer to their family than I as.
324. When I confide in the menbers of my family who are closest to me,
I get the idea that it makes them uncomfortable.
335. My family enjoys hearing about what I think.
346. Members of my family share many of my interests.
357. Certain members of my family come to me when they have problems
or need advice.
368. I rely on my family for emotional support.
379. There is a member of my family I can go to if I as just feeling down
without feeling uncomfortable about it later.
3810. My family and I are very open about what we think about things.
3911. My family is sensitive to my personal needs.
40U. Members of my family come to me for emotional support.
4113. Members of my family are good at helping me solve problems.
14. 1 have a deep sharing relationship with a number of members of my 42
family.
15. Members of my family get good ideas about how to do things or make 43
things from me.
4416. When I confide in members of my family, it makes me uncomfortable.
4517. Members of my family seek me out for companionship.




Yes No Don't Know
19. 1 don't have a relationship with a member of my family that is as 4
close as other people's relationships with family members.
20. 1 wish my family were such different. 41




very dissatisfied 1 A4
22. How are you related to the family members you have mentioned?
give a tick to
appropriate
categories
1. parents/children 50 55
2. spouses 51 56
3. siblings 52 57
4. grand parents/grand children 53__58
5. others (please specify) 54 59
Part E
91 to 0 20 which follow refer to feelings and experiences which occur to most people at one
time or another in their relationships with their friends. For each question there are
three possible answers. Please give a tick to the answer you choose for each item.
(3)(2)(1)
Yes No Don't Know
I. My friends give me the moral support I need. 60
2. Most other people are closer to their friends than I an. 61
3. My friends enjoy hearing about what I think. 62
4. Certain friends come to me when they have problems or need advice. 63
5. I rely on my friends for emotional support. 64
6. If I felt that one or more of my friends were upset with me, I'd just 65
keep it to myself.
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(3) (2) (1)
Yes No Don't Know
667. 1 feel that I as on the fringe of my circle of friends.
8. There is a friend I could go to if I were just feeling down, without 67
feeling regretful about it later.
9. My friends and I are very open about what we think about things. 68
10. My friends are sensitive to my personal :needs.
69
It. My friends come to se for emotional support. 70
7112. My friends are good at helping se solve problems.
13. I have a deep sharing relationship with a number of friends. 72
614. My friends get good ideas about how to do things or make things from
me.
15. When I confide in friends, it makes me feel uncomfortable. 7
16. My friends seek me out for companionship. a
17. I think that my friends feel that I'm good at helping them solve 9
problems.
18. I don't have a relationship with a friend that is as intimate as other 10
people's relationship with friends.
19. I've recently got a good idea about how to do something from a friend. 11
20. 1 wish my friends were such different. 12










9.... don't know 14
132
Part F
READ EACH STATEMENT AND PUT AN 'X' IN THE SPACE INDICATING HOW MUCH YOU AGREE OR DISAGREE WITH EACH STATEMENT.
(6) (5) (4) (3) (2) (1)
Disagree Disagree Disagree Agree Agree Agree
very pretty a a pretty very
much such little little such such
151. A physical disability may limit a person in some ways,
but this does not mean he/she should give up and do
nothing with his/her life.
162. Because of my disability, I feel miserable much of the
time.
173. More than anything else, I wish I didn't have this
disability.
1S4. Disability or not, I'm going to make good in life.
195. Good physical appearance and physical ability are the
most important things in life.
206. My disability prevents me from doing just about
everything I really want to do and from becoming the
kind of person I want to be.
217. I can see the progress I at making in rehabilitation,
and it makes me feel like an adequate person in spite
of the limitations of my disability.
228. It makes me feel very bad to see all the things
nondisabled people can do which I cannot.
239. My disability affects those aspects of life which I
care most about.
2410. Though I as disabled, my life is full.
2511. If a person is not entirely physically able, he/she
is that such less a person.
2612. A person with a disability is restricted in certain
ways, but there is still such he/she is able to do.
2713. There are many more important things in life than
physical ability and appearance.
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(6) (5) (4) (3) (2) (1)
Disagree Disagree Disagree Agree Agree Agree
very pretty a a pretty very
such such little little such such
2814. There are times I completely forget that I as
physically disabled.
2915. You need a good and whole body to have a good mind.
3016. There are many things a person with my disability is
able to do.
3117. Since my disability interferes with just about
everything I try to do, it is foremost in my mind
practically all the time.
3218. If I didn't have my disability, I think I would be a
such better person.
3319. My disability, in itself, affects me more than any
other characteristics about me.
3420. The kind of person I as and my accomplishments in
life are less important than those of nondisabled
persons.
3521. I know what I can't do because of my disability, and
feel that I can live a full and normal life.
3622. Though I can see the progress I as making. in
rehabilitation, this is not very important since I
can never be normal.
3723. In just about everything, my disability is annoying
to me so that I can't enjoy anything.
3824. How a person conducts himself or herself in life is
such sore important than physical appearance and
ability.
3925. A person with my disability is unable to enjoy very
much in life.
4026. The most important thing in this world is to be
physically normal.
4127. A person with a disability finds it especially
difficult to expand his/her interests and range of
abilities.
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(6) (5) (4) (3) (2) (1)
Disagree Disagree Disagree Agree Agree Agree
very pretty a a pretty very
such much little little much such
4228. I believe that physical wholeness and appearance sake
a person what he/she is.
4329. A physical disability affects a person's mental
ability.
4430. With my condition, I know just what I can and cannot
do.
4531. Almost every area of life is closed to me because of
my disability.
4632. Because of my disability, I have little to offer
other people.
4733. Besides the many physical things I am unable to do,
there are many other things I as able to do.
4834. Personal characteristics such as honesty and a
willingness to work hard are such more important than
physical appearance and ability.
4935. 1 get very annoyed with the way some people offer to
help me.
5036. With my disability, there isn't a single area of life
that is not affected in some major way.
5137. Though I can see that disabled people are able to do
well in many ways, still they can never lead normal
lives.
5238. A disability, such as mine, is the worst possible
thing that can happen to a person.
5339. No matter how hard I try or what I accomplish, I
could never be as good a person as one without my
disability.
5440. There is practically nothing a person in my condition
is able to do and really enjoy it.
55 541. Because of my disability, I an unable to enjoy social
relationships as such as I could if I were not
disab
(5) (4) (3l (2) (1)
Disagree Disagree Disagree Agree Agree Agree
very pretty a a pretty very
such such little little such such
5642. There are more important things in life than those my
physical disability prevents me from doing.
5743. 1 want very such to do things that my disability
prevents me from doing.
5844. Because of my disability, other people's lives have.
more meaning than my own.
5945. Oftentimes, when I think of my disability, it makes
me feel so sad and upset that I as unable to think
of or do anything else.
6046. A disability changes one's life completely. It causes
one to think differently about everything.
6147. 1 feel that I should be as able as the next person
even in areas where my disability limits me.
6248. Life is full of so many things that I sometimes
forget for brief periods of time that I as disabled.
6349. Because of my disability, I can never do most things
that normal people can do.
6450. 1 feel satisfied with my abilities and my disability
doesn't bother me too such.
Part 6






2. If yes what are the major effcts? (give a tick, you can tick more than once)
66less interest in sex
67ability to sustain an erection
68ability to have children
69others (please specify)
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9. Do you think you can satisfy your sexual partner?
10yes____ may be____ no____ dont't know____ no answer
10. After your injury, have you had sex?
11yes____ no____ dont't know____ no answer
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i2. (far those who have been separated/divorced)





























READ EACH STATEMENT AND PUT AN IX8 IN THE SPACE INDICATING HOWMUCH YOU AGREE OR DISAGREE WITH EACH STATEMENT.
(6) (5) (4) (3) (2) (1)
Disagree Disagree Disagree Agree Agree Agree
very pretty a a pretty very
such such little little much such
141. Disabled people are often unfriendly.
152. Disabled people should not have'to compete for jobs
with physically normal persons.
163. Disabled people are more emotional than other people.
174. Most disabled persons are more self-conscious than
other people.
185. We should expect just as much from disabled as from
non-disabled persons.
196. Disabled workers cannot be as successful as other
workers.
207. Disabled persons usually do not make much of a
contribution to society.
218. Most non-disabled people would not want to marry
anyone who is physically disabled.
229. Disabled people show as such enthusiasm as other
people.
10. Disabled people are usually more sensitive than other 23
people.
11. Severely disabled people are usually untidy. 24
2512. Most disabled people feel that they are as good as
other people.
2613. The driving test given to a disabled person should be
more severe than the one given to the non-disabled.
2714. Disabled people are usually sociable.
2815. Disabled persons usually are not as conscientious as
physically normal persons.
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(6) (5) (4) (3) (2) (1)
Disagree Disagree Disagree Agree Agree Agree
very pretty a a pretty very
such such little little such such
2916. Severely disabled persons probably worry more about
their health than those who have minor disabilities.
3017. Most disabled persons are not dissatisfied with
themselves.
3118. There are more misfits among disabled persons than
among non-disabled persons.
3219. Most disabled persons do not get discouraged easily.
3320. Most disabled persons resent physically normal people.
3421. Disabled children should compete with physically
disabled children.
3522. Most disabled persons can take care of themselves.
3623. It would be best if disabled persons would live and
work with non-disabled persons.
3724. Most severely disabled people are just as ambitious as
physically normal persons.
3825. Disabled people are just as self-confident as other
people.
3926. Most disabled persons want nore affection and praise
than other people.
27. Physically disabled persons are often less intelligent 40
than non-disabled ones.
28. Most disabled people are different from non-disabled 41
people.
29. Disabled persons don't want any more sympathy than 42
other people.
30. The way disabled people act is irritating. ,43
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Judges' ratings_onface validity of_Patient's Medical
Care and Knowledge Index
TTFM MEAN S.D.
1. Length of hospitalization 5.15 3.02
needed for treatment of
disability-related illnesses
1.307.652. Care in dealing with pressure
sore
3. Frequency in doing lifting-up 1.387.65
exercises
4. Frequency in checking the 7.35 2.07
presence of pressure sore
5. Frequency in renal check-up 6.05 2.24
7.306. Concern in checking for urinary 1.99
tract infection
Note: Ten physicians had rated each item on a ten-
points scale (from 0 to 9) on the relevancy of
items in measuring patient's medical self-care






(see Appendix I, Part A Question No. 1 2, 4 to 8,
11 to 21, 30, 3536)
2) Medical particulars
A. Duration of injury
(see Appendix I, Part A Question No.2 3)
B. Severity of disability
(see Appendix I, Part A Question No. 9)
C. Cause of injury
(see Appendix I, Part A Question No.10)
D. Name of hospital for acute treatment
E. Transfer of hospital
F. Name of hospital for rehabilitation.
(see Appendix I, Part B Question No. 1 to 3)
3) Perceived Social Support from Family
(see Appendix 'I, Part D Question No. 1 to 20)
4) Perceived Social Support from Friends
(see Appendix I, Part E Question No. 1 to 20)
5) Acceptance of Disability
(see Appendix I, Part F)
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6) Patient's Medical Care and Knowledge
(see Appendix I, Part B Question No. 4 to 10)
7).Activities of Daily Living
(see Appendix I, Part C)
8) Sex problems
(see Appendix I, Part G Question No. 1 to 12)
A. Influence of disability on sex life
B. Worries towards'sex problems
C. Discussion on sex with friends and its usefulness
D. Discussion on sex with medical staff and its use-
fulness
E. Influence of sex ability in finding a date
F. Ability to satisfy partner sexually
G. Sex life
H. Satisfaction towards sex life
I. Sex problem as crucial factor in separation or
divorce
9) Others
A. Tangible assistance from family
(see Appendix I, Part A Question No. 27)
B. General satisfaction towards family support
(see Appendix I, Part D Question No. 21)
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C. Relationships and number in family support net
work
(see Appendix I, Part D Question No. 22)
D. Tangible assistance from friends
(see Appendix I, Part A Question No. 27)
E. General satisfaction towards friends support
(see Appendix I, Part E Question No. 21)
F. Types of friends'
(see Appendix I, Part E Question No. 22)
G. Need for home-help service
(see Appendix I, Part A'Question No. 28)
H. Need for community nursing service
(see Appendix I, Part A Question No. 29)
I. Need for compassionate rehousing
(see Appendix I, Part A Question No. 31)
J. Satisfaction towards housing environment
(see Appendix I, Part A Question No. 32)
K. Frequency of outdoor activities
(see Appendix I, Part A Question No. 33)
L. Presence of architectural barriers
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